The Fourth Global Symposium on Health Systems Research was themed around 'Resilient and responsive health systems for a changing world.' This commentary is the outcome of a panel discussion at the symposium in which the resilience discourse and its use in health systems development was critically interrogated. The 2014-15 Ebola outbreak in West-Africa added momentum for the wider adoption of resilient health systems as a crucial element to prepare for and effectively respond to crisis. The growing salience of resilience in development and health systems debates can be attributed in part to development actors and philanthropies such as the Rockefeller Foundation. Three concerns regarding the application of resilience to health systems development are discussed: (1) the resilience narrative overrules certain democratic procedures and priority setting in public health agendas by 'claiming' an exceptional policy space; (2) resilience compels accepting and maintaining the status quo and excludes alternative imaginations of just and equitable health systems including the socio-political struggles required to attain those; and (3) an empirical case study from Gaza makes the case that resilience and vulnerability are symbiotic with each other rather than providing a solution for developing a strong health system. In conclusion, if the normative aim of health policies is to build sustainable, universally accessible, health systems then resilience is not the answer. The current threats that health systems face demand us to imagine beyond and explore possibilities for global solidarity and justice in health.
Introduction
The Fourth Global Symposium on Health Systems Research (HSR 2016) was themed around 'Resilient and responsive health systems for a changing world.' As a key reflection, the Vancouver statement recognizes the many meanings of resilience. It argues that 'Systems need to be resilient precisely so that the burden of such resilience does not fall on the most vulnerable in our societies' (HSR 2016) . We contest the logic of this approach as this opaque description of resilience provides a smokescreen for the acceptance of a policy discourse that has ideological bearings and political implications. This commentary is the outcome of a panel discussion at HSR (2016) in which the resilience discourse and its use in health systems development was critically interrogated. We argue that resilience is symbiotic with, and not a solution to, the vulnerability of societies and health systems.
Discussion
The resilience concept has entered the health systems domain only recently. The 2014-15 Ebola outbreak in West-Africa added momentum for the wider adoption of resilient health systems as a crucial element to prepare for and effectively respond to crisis. In this reading, resilience is comprised of a pre-existing strong health system as well as its ability to react in a suitable and timely response to an outbreak (Kieny et al. 2014) . Surprisingly, there has been little attention to a crucial pre-condition of resilience: that it presumes that crises are permanent or a given in the 'changing world' in the title of HSR (2016). Global health risks, potentials for crisis and related vulnerabilities are not evenly distributed. The Ebola outbreak indicated that these health risks follow structural injustices, neglect and render invisible the people most affected by such global risks. People dealing with acute health challenges form the background, or are peripheral, in the narrative on health systems resilience (Nunes 2016) .
The growing salience of resilience in development and health systems debates can be attributed in part to development actors and philanthropies such as the Rockefeller Foundation. They have been key in framing the discourse as relevant for health systems development. The concept of 'resilience dividend' introduced by the Foundation's president, Rodin (2013) , was subsequently argued as a key health systems function in the global debate following the lessons of the Ebola outbreak. In their framework of a resilient health system, Kruk et al. (2015) identify five key characteristics/elements that health systems should espouse: being aware, diverse, selfregulating, integrated, and adaptive. Blanchet et al. (2017) have also put forward a conceptual framework to manage resilience of health systems. This framework, firmly grounded in complex systems sciences, identifies four interlinked dimensions to manage resilience: knowledge, uncertainties, interdependency and legitimacy.
A significant validation of the concept came from WHO as it incorporated resilience as an objective in its health systems strengthening and research portfolio (Kutzin and Sparkes 2016) although it is amiss in the formal resolutions passed by WHO's governing bodies in 2016 (WHO 2016) . This inconsistency may reflect an unease or lack of consensus among country delegations on what the concept offers in advancing the global public health agenda.
Roemer-Mahler and Elbe (2016) have described the crisis discourse in their study on pharmaceutical developments and the securitization of health in the Ebola response. Such securitization, they argue, has also . . . created an exceptional political space in which pharmaceutical development can be freed from constraints. . ..to break key norms and rules governing the development and approval of drugs and vaccines (Roemer-Mahler and Elbe 2016, p. 487).
The resilience narrative similarly overrules certain democratic procedures and priority setting in public health agenda's by 'claiming' an exceptional policy space.
In the opening plenary of HSR (2016), WHO's Agnes Soucat mentioned that the emergence of resilience after the Ebola outbreak could be somehow regarded as the '9/11 of global health'. Neocleous (2015) argues that the rise of the resilience discourse in the last 15 years is indeed connected to the security problematic of societies. In total 9/11 made it clear that for major state powers security challenges can no longer be externalized (e.g. via armed conflict with an enemy state) but that an internalized narrative is required. Basically, resilience intimately connects the security and emergency concept, and solidifies a mode of self-governance that, in the Foucauldian sense of bio-politics and governmentality, is an ideal, modern and appropriate method to manage populations (Foucault 1978) . Resilience has become the leitmotiv for a broad range of policies, which demand populations to anticipate and prepare for future catastrophe and survive. This catastrophe is often defined in relation to an economic crisis, a natural/climatic disaster, a terrorist attack or a health emergency. Regardless of the nature of catastrophe and its underlying factors, 'vulnerable' individuals and communities are encouraged to withstand, and even bounce-backfrom these events (Neocleous 2015) .
Indeed it even demands a certain exposure to the threat before its occurrence so that we can be better prepared. Resilience as such appears to be a form of immunization (Evans and Reid 2015, p. 156 ).
We argue that resilience forces an acceptance and maintenance of the status quo and, as Neocleous (2015) asserts, excludes alternative imaginations of just and equitable health systems including the socio-political struggles required to attain those.
In the context of health systems development in times of global instability, resilience can be seen as a political strategy to attain 'good enough governance' for health (Drezner 2013) and not to tackle the structural crisis weakening health systems. Joseph (2013) argues that resilience is best understood in the context of rolling-out neoliberal governmentality. Post-liberal theories such as those on complexity accept as given the idea that governance has become de-politicized and that terms such as resilience are here to stay, without critical reflection. Chandler (2014) confirms that resilience approaches develop upon and transform neoliberal conceptions of complex systems.
Resilience is a shallow and shifting concept, and has varying meanings depending on which discipline is applying it. It might hence be exchanged easily with another buzzword. The resilience discourse might increasingly pervade international organizations like the WHO but this does not necessarily lead to a meaningful effect or transformational change on the ground (Joseph 2013) .
The empirical case study from Gaza presented in the panel further evidences our critique on resilience maintaining the status-quo of social injustices (Ashour 2016) . Although vulnerability and resilience are often thought of as two sides of a coin, in the Gaza Strip, resilience and vulnerability are actually interrelated. The international community (and humanitarian sector) has intervened routinely since the start of the conflict in Gaza in 1948. Yet, while the plethora of health initiatives has prevented starvation and disease they have not addressed the conflict or the vulnerability resulting from it. These interventions enable people to survive and to live-but live a bare existence. The health system is far from dysfunctional but the suffering of people continues; people queue for hours to access basic healthcare-creating, in a nutshell, 'resilient' systems for vulnerable populations whose dignity is violated with every interaction with the health system. Resilience is, in some ways at least, their vulnerability and disposability. One must refrain from seeing this model of resilience and vulnerability as an example for health systems in other parts of the world. It would be a step backwards (Ashour 2016) .
In the discourse of what resilience 'is' and 'enables' for health systems (Kruk et al. 2015) it is equally important to identify what it 'is not'. It has no built-in 'moral compass'; is stripped of social and political analysis; undermines theory of power, agency and structure; and runs the risk of being co-opted to sustain an undesirable status quo of legitimizing chronic weak, under-resourced, health systems (IDS 2013) . With the resilience focus on permanency of crisis, we fail to consider alternative political and moral policy pathways rooted in the principles of social justice, investing in global public goods for health (such as universally accessible health systems) while considering also a central role for the preservation of ecology (Van de Pas 2016) .
And these are to be seriously considered. Recent thinking on a reflective and responsible modernity paradigm hint towards the inherent transnational, cosmopolitan, shared responsibility approach required by country governments and other actors to govern civilization and health systems in order to correct the unequal distribution of global health risks (Beck 2006 ). Atkinson's book Inequality: What Can Be Done? describes how increasing international cooperation could create conditions for the establishment of welfare policies in all countries of the world by avoiding the 'tax competition' that erodes government revenue and thus the space for social policy by creating minimum taxation and social policy standards (Atkinson 2015) .
Conclusion
In conclusion, if the normative aim of health policies is to build sustainable, universally accessible, health systems then resilience is not the answer. The current threats that health systems face, demand us to imagine beyond and explore possibilities for global solidarity and justice in health by acknowledging that the future of the world's population is closely connected through our shared risks and capabilities to overcome modern health challenges.
